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ABSTRACT
BARRIERS TO TREATMENT IN AN ETHNICALLY DIVERSE SAMPLE OF
WOMEN WITH SERIOUS MENTAL ILLNESS
SEPTEMBER 2005
STACY L. SIMON, B.S, PENNSYLVANIA STATE UNIVERSITY
M S., UNIVERSITY OF MASSACHUSETTS AMHERST
Ph D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor Patricia Wisocki
The objective of this study was to explore the role of various barriers to mental
health treatment among an ethnically diverse sample ofwomen with serious mental
illness. Although women have higher rates of initiating treatment than men (Sussman,
Robins, & Earls, 1987), they may be more likely to prematurely terminate therapy (Klein,
Stone, Hicks, & Pritchard, 2003), and they contend with unique barriers to effective
treatment (APA, 2002). Likewise, ethnic minorities in America face unique cultural
barriers to care, and though minority groups have similar rates of mental illness, they are
less likely to obtain appropriate treatment (Kessler et al., 1996). This cross-sectional
study explored the hypotheses that there are differences in the amount and types of
barriers reported by Ethnic minority and Caucasian women with serious mental illness,
and that barriers predict poorer ratings of working alliance. Participants were 64 women
receiving outpatient psychiatric services at the Massachusetts Mental Health Center in
Boston. They completed the Barriers to Treatment Participation Scale, Symptom
Checklist 90-R, Working Alliance Inventory, and Client Satisfaction Questionnaire.
IV
Contrary to the predictions, there were no significant differences between the Caucasian
and Ethnic minority women in the amounts or types of barriers endorsed, and the barriers
measure did not predict ratings of alliance. The findings of this study, along with
limitations and recommendations for further research, are discussed
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CHAPTER 1
INTRODUCTION
Two national agencies have recently issued a call for research on the
improvement of accessibility to mental health treatment among women and ethnic
minorities. First, the National Institute of Mental Health enlisted a work group entitled
“Overcoming Barriers to Care and Reducing Public Burden” (NIMH, 2002), which
stressed that there is a
. striking disparity in the quality of mental health services and
the underlying knowledge base as it pertains to Americans who are members of a racial
or ethnic minority group” (p. 104). They point out that ethnic minorities are more likely
to have low socioeconomic status, which is associated both with increased risk for mental
illness and reduced access to mental health care. Second, the American Psychological
Association convened for a Summit on Women and Depression (APA, 2002), and
concluded that many barriers exist that prevent women from obtaining needed mental
health services, including “stigma; level of insurance co-payments, deductibles, and
limits; inability to obtain adequate time off from work and other responsibilities to obtain
treatment; the unavailability of transportation; and issues surrounding lack of child and
elder care for which women are disproportionately responsible” (p.28).
Newly released findings from the National Comorbidity Survey Replication study
(NCS-R) highlight the disturbing trend for individuals to either fail to make treatment
contact at all, or delay treatment initiation for years and sometimes decades (Wang,
Berglund, Olfson, Pincus, Wells, & Kessler, 2005). Although the vast majority of people
with mental disorders eventually make treatment contact, with estimates ranging from
34% for impulse control disorders to 95% for anxiety disorders, delay in treatment
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initiation ranged from 6 to 23 years. Ethnic minority group membership was one of the
few robust sociodemographic predictors of failure to make treatment contact, and the
authors cite findings that ethnic minorities are more likely to receive suboptimal mental
health care as one explanation (Wang, Dernier, & Kessler, 2002).
Serious Mental Illness
Bachrach (1976) defined the seriously mentally ill as “those individuals who are,
have been, or might have been, but for the deinstitutionalization movement, on the rolls
of long-term mental institutions, especially state hospitals”. Public Law 102-321 dictates
that each state operationally define the term serious mental illness (Kessler et al., 2003,
see Appendix A for Massachusetts Department of Health definition). The National
Institute of Mental Health Task Force defined serious mental illness as severe and
persistent disabilities that result from mental illness (Rothbard, Schinnar, & Goldman,
1996). “Severe” requires functional impairment in activities of daily living, social
interaction, concentration, and adaptation; “persistent” requires duration of, or expected
duration of, at least 12 months.
The term serious mental illness has replaced “chronic mental illness” in recent
years, due to the stigmatizing and demoralizing effect of the latter term (Coursey, Alford,
& Safarjan, 1997), as well as new evidence that schizophrenia, which is often regarded as
the most chronic and debilitating mental illness, can have a good prognosis when
adequately treated. Talbott (1994) reviewed the literature on the course of schizophrenia
and concluded that, at a minimum, 20% of patients recover and 24% show significant
improvement.
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However, the odds are that serious mental illness in the United States is either
untreated or inadequately treated. Findings from the National Comorbidity Survey
(NCS) found that of the 40% of respondents with serious mental illness who had received
treatment in the previous year, only 38.9% received minimally adequate care (Wang,
Dernier, & Kessler, 2002). Eighty-five percent of respondents with serious mental illness
had received either no treatment or inadequate treatment. African Americans were
significantly more likely to be in this group. The authors cite the need for “legislation
and cost-effective interventions... targeted to increase patients’ acceptance of and
adherence to treatments, as well as clinicians’ ability to detect, diagnose, and
appropriately treat serious mental illness” (p.97).
Increasing availability, acceptability, and adherence to adequate treatment is
critically important given the economic burden of untreated serious mental illness in this
country. There is some evidence that “neural kindling” in untreated mental illness can
worsen prognosis (Post & Weiss, 1998). Early-onset untreated psychiatric disorders are
associated with several costly developmental outcomes, including school dropout,
teenage pregnancy, early marriage, unstable employment, domestic violence, and marital
instability (Kessler, Foster, Saunders, & Stang, 1995; Kessler, Berglund, Foster,
Saunders, Stand, & Walters, 1997; Kessler, Walters, Forthofer, 1998). In a review of the
literature, Garske, Williams, & Shiro-Geist (1999) estimate that 4 to 5 million of the 40
million people in the United States with psychiatric disorders are seriously mentally ill,
and these individuals represent the largest disabled group and account for one fourth of
all federal disability funds. In 1990, while the direct cost of mental health services was
$69.3 billion, the indirect cost resulting from unemployment and lost productivity
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exceeded $78 billion. Carter (1998) notes that the human costs, including poverty, social
isolation, stigma, emotional suffering, and broken homes, is immeasurable
Barriers to Treatment
Several researchers (Regier et al„ 1993; Kessler et al„ 1996) have estimated that
almost two-thirds of people with diagnosable mental disorders do not seek treatment
Others have found that barriers to help-seeking and treatment initiation vary by gender
and among individuals of different racial ethnicity (Sussman, Robins, & Earls, 1987)
Some important variables that have been shown to influence the accessibility of mental
health treatment are proximity, affordability, unmet expectations, and other factors
causing premature termination or drop-out (Lopez, 2002). Human & Wassem (1991)
divided the construct of accessibility into three factors: availability (“the existence of
mental health services and the personnel necessary to provide them”), accessibility
(“whether the individual is.
.
able to get to and purchase the services”), and acceptability
(“whether services are offered in a manner congruent with values, using a mode of
delivery appropriate for the setting”).
In a nationwide telephone survey, only 35% of respondents indicated that
Americans have adequate access to mental health services (Farberman, 1997). Of the
1,001 respondents, 84% cited lack of insurance coverage or concerns about cost as an
important barrier to seeking help from a mental health professional. Other serious
barriers included lack of confidence in outcome (76%), lack of knowledge about how to
find the right professional (68%), not knowing when it’s appropriate to seek help (66%),
concerns about the length of time treatment would take (59%), concern about possible
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effect on job or career prospects (53%), concerns about others finding out (3 1%), and
concern about what others would think (24%).
The NIMH recently enlisted a work group entitled “Overcoming Barriers to Care
and Reducing Public Burden, and charged the group with determining means to
eliminate personal, social, professional, financial, and cultural barriers to treatment for
mood disorders (NIMH, 2001). Among the factors implicated as barriers to care are lack
of dissemination of research into clinical practice; family dysfunction; lack of family
resources, comorbid medical and mental disorders; consumer attitudes, knowledge, and
behavior; clinician and practice factors; lack of insurance coverage; community factors;
and societal stigma. The NIMH issued a call for research focusing specifically on
adherence with maintenance treatment as it relates to acceptability, accessibility, and
affordability (NIMH, 2001).
Barriers and the Seriously Mentally 111
There are undoubtedly unique barriers to care for people with serious and
persistent mental illness, and the reluctance of mental health professionals to work with
this population is a significant one (Meyerson, 1987). Minkoff (1987) believes that the
attitude held by many professionals is that working with individuals with serious mental
illness is “unrewarding, nonprestigious, and hopeless” (p.3). He states that it is common
for clinicians to have a strong, negative emotional reaction to patients with serious and
persistent mental illness, without the training to confront and overcome this affective
barrier, and without peer support to encourage perseverance. Bachrach, Talbott, and
Meyerson (1987) argue that clients with serious mental illness are often labeled “difficult
patients”, and this commonly held view erects a set of barriers. They state that difficult
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patients are more likely to be harshly labeled, avoided, accused of using services
inappropriately, denied treatment, and receive discontinuity of care
Individuals with serious and persistent mental illness tend to be poor (Polak &
Warner, 1996) and dependent on public assistance (Ho, Andreasen, & Flaum, 1997) The
process of getting approved for government assistance programs tends to be tedious and a
barrier itself, and even once these services are obtained they may be difficult to procure
(Druss & Rosenheck, 1998). There is a considerable lack of welfare resources and high-
quality services available to this population (Goldman, 1998), which is reflected in the
abundance of systems-level barriers to quality care for people with serious mental illness.
Meyerson & Herman (1987) claim that many providers erect barriers by failing to
implement precise treatment planning goals, prioritize care of the seriously mentally ill,
offer a full range of services, promote interagency cooperation, provide individualized
programming, strive for cultural relevance, and deliver services in a flexible format.
The National Survey on Drug Use and Health published a report entitled
“Reasons for Not Receiving Treatment among Adults with Serious Mental Illness”
(NSDUH, 2003). Estimates in the report suggest that over 2 million adults with serious
mental illness who needed treatment in the previous year did not receive it. The most
commonly cited reason for not obtaining mental health treatment was concerns about cost
(50%), followed by stigma (28%), not knowing where to find services (26%), fear of
involuntary commitment or medication (9%), and transportation problems (8%).
Barriers and Women
In extreme cases, barriers may prevent an individual from seeking treatment at all.
Although women are more likely than men to initiate mental health services (Sussman,
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Robins, & Earls, 1987), they are less likely to receive mental health specialty treatment
(Wang et al. 2005). Furthermore, they contend with unique barriers to maintaining
treatment once it has begun (American Psychological Association [APA], 2002). For
example, women are disproportionately responsible for child and elder care, and these
responsibilities often compete with treatment (APA, 2002, p.28). Barriers may also be a
basis for early dropout from therapy (Kazdin, Holland, & Crowley, 1997). One study,
which took place at a community mental health center, found that 33 out of 45 clients
who had dropped out of treatment were women (Klein, Stone, Hicks, & Pritchard, 2003).
Barriers and Ethnic Minorities
It is no surprise that issues of accessibility affect different segments of the
population to a greater or lesser degree. For example, refugees and recent immigrants are
among the most underserved groups due to difficulty accessing appropriate mental health
services (Nguyen, 1985; Sue & McKinney, 1975). On top of problems facing the general
population, refugees are likely to contend with language barriers, lack of culturally
appropriate treatments, serious stigmatization, and concerns that disclosing information
will lead to deportation or discontinuation of services (Gong-Guy, Cravens, & Patterson,
1991). Likewise, ethnic minorities in America contend with unique cultural barriers to
care, and though minority groups have similar rates of mental illness, they are less likely
to obtain appropriate treatment (Sussman, Robins, & Earls, 1987; Kessler et al., 1996).
Research suggests that minority groups delay seeking treatment longer than whites, are
less likely to solicit help from a mental health professional, and more likely to rely on
informal helpers (Peifer, Hu, & Vega, 2000). Furthermore, minority group membership,
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along with low educational attainment and low socioeconomic status, is also associated
with premature dropout from therapy (Wierzbicki & Pekarik, 1993).
In a prospective study examining the relationship between barriers to treatment
and premature dropout, Kazdin, Holland, and Crowley (1997) found that dropouts
reported significantly more barriers than treatment completers. Ethnic minority group
membership was associated with early dropout, with ethnic minorities representing 46%
of dropouts and 28% of completers. The dropout group reported significantly more
barriers in the domains of life stressors, perceived relevance of treatment, and
relationship with therapist. Sue and Sue (1990) also noted differences between white and
black clients with regards to treatment adherence and maintenance. They found that 30%
of white clients fail to return after an initial evaluation, compared to 50% of black clients,
and that black clients attended half as many sessions.
The U.S. Surgeon General concluded that minority groups “bear a greater burden
from unmet mental health needs and thus suffer a greater loss to their overall health and
productivity” (U.S. Department of Health and Human Services [DHHS], 1999). A
supplement to this report, entitled “Mental Health: Culture, Race, Ethnicity” (2001),
focuses on the disparity of mental health and mental health care for ethnic minorities in
America. The report suggests that the reasons for this disparity “.. .trace to a mix of
barriers deterring minorities from seeking treatment or operating to reduce its quality
once they reach treatment.” A host of barriers to availability, accessibility, and
appropriateness of treatment that disproportionately affect ethnic minorities exist in this
country, including lower rates of insurance, institutional racism, lack of minority
providers, limited knowledge of available treatments, limited access to childcare and
8
transportation, and mistrust in the health care system (DHHS, 2001). One of the findings
most relevant to this study is that depression among ethnic minority women is more
likely to go unrecognized (Borowsky et al„ 2000) or be improperly or inadequately
treated (Green-Hennessy & Hennessy, 1999). Brown, Abe-Kim, & Barrio (2003) report
that minority women are more likely to manifest depression somatically and to seek
services from primary care physicians, who often fail to recognize or misdiagnose
symptoms of depression in ethic minority women.
Many have pointed to the lack of culturally sensitive” providers and treatments
as a significant problem that continues to contribute to the underutilization of mental
health services among ethnic minority groups. O’Sullivan, Peterson, Cox, and Kirkeby
(1989) replicated a large-scale study done by Sue about a decade earlier (1977) in the
Seattle mental health system, and found that utilization and dropout rates among ethnic
minority groups had improved considerably. They posited that the recent establishment
of “ethnic-specific services” throughout major metropolitan areas on the East and West
Coast is directly related to the improvement in utilization. Many studies have tested the
value of ethnic-specific mental health centers, and findings suggest that when compared
to “mainstream” mental health services, consumers of ethnic-specific services have lower
dropout rates, longer courses of treatment, and in some cases, better treatment outcomes
(Sue, Fujino, Hu, Takeuchi, & Zane, 1991).
However, because managed care firms are now in the business of specifying the
types of treatments they are willing to reimburse (Alexander, Nahra, & Wheeler, 2003),
the process of finding culturally appropriate services that are reimbursable may be
especially difficult. Little is known about what treatments are efficacious for ethnic
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minorities (Chambless et al„ 1996). Since 1986, almost 10,000 individuals have
participated in clinical trials evaluating treatments for mental disorders. No information
on race or ethnicity is available for half of them; 7 percent were designated “non-white”,
and in all of the trials including data on ethnicity, not one study analyzed the efficacy of
the treatment by race (DHHS, 2001).
Barriers facing African Americans and Blacks
. There is a dearth of African
American mental health professionals (2% of psychologists, 2% of psychiatrists, and 4%
of social workers, Holzer, Goldsmith, & Ciarlo, 1998), and African Americans living in
the rural south are in particular jeopardy because mental health services are less available
in rural America (Human & Wassem, 1991). Some have argued that race-conscious
attitudes between African American clients and their predominantly Caucasian therapists
pervade the therapeutic process (Thomas & Sillen, 1979), and for this reason many
African Americans prefer an ethnically-matched therapist.
African Americans are more likely to have aversive expectations regarding
treatment. An offshoot of the Epidemiological Catchment Area study (ECA) revealed
that African Americans with major depression were less likely to seek treatment in part
due to their fears of involuntary hospitalization and coercion (Sussman, Robins, & Earls,
1987). In fact, it has been noted that black patients are over-represented among
involuntary admissions to psychiatric hospitals (Lindsey & Paul, 1989) and individuals
diagnosed with schizophrenia (Snowden & Cheung, 1990; Trierweiler et al., 2000).
Whaley (1998) has argued that “cultural mistrust” of white clinicians by black patients
can be misinterpreted as paranoia, but also understood in the historical context of
persecution, racism, and discrimination of African Americans in this country.
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According to two nationwide studies, African Americans who overcome these
barriers to availability and obtain treatment are less likely to receive appropriate care for
their mental illness. Appropriate care in this case is defined as treatment that follows
official guidelines released by the American Psychiatric Association (Wang, Berglund, &
Kessler, 2000; Young, Klap, Sherbourne, & Wells, 2001). A significant feature of
treatment for African American clients is the integration of spiritual aspects into the
treatment process. African American clients have been found to use spirituality to cope
with stress and symptoms (Neighbors, Musick, & Williams, 1998), and to rely on
pastoral ministers for mental health care (Levin, 1986). Specialized training in the
integration of spirituality and psychotherapy is uncommon, however, and is likely a
significant barrier to appropriate care for African Americans.
Barriers facing Hispanic Americans and Latinas . The National Comorbidity
Study found that only 1 1% of Latinos with a diagnosable mood disorder obtained mental
health services (Kessler, Zhao, & Katz, 1999). Thirty seven percent of Hispanic
Americans are uninsured (Brown, Ojeda, Wyn, & Levan, 2000), thereby limiting access
to mental health care. Language barriers are also common for Hispanic American
consumers, with about 40% of Latinos reporting that they either don’t speak English or
aren’t proficient in it (DHHS, 2001). In addition, severe psychosocial stressors are more
likely to burden Latinas and Hispanic women. These stressors include unemployment,
low educational attainment, single parenthood, discrimination, poverty, and carrying
multiple jobs outside the home (Gil, 1996). Not only do these barriers make treatment
initiation less likely, but they may also as function as stressors that interfere with
treatment once it is begun.
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For Latinas who do obtain care, there are a host of barriers that may hinder
appropriate treatment. Not only are depressed Hispanics less like to receive evidence-
based treatment (24% compared to 34% of whites; Young, Klap, Sherbourne, & Wells,
2001), but culture-bound syndromes and idioms of distress unique to this ethnic group
which have been documented (e g. ataques de nervios, susto, mal de ojo), are not yet
widely understood (Guarnaccia, Canino, Rubio-Stipec, & Bravo, 1993). Furthermore,
there are barriers facing Hispanic Americans that pertain to the relationship between the
therapist and client. Sabogal and colleagues (Sabogal, Marin, Otero-Sabogal, Marin, &
Perez-Stable, 1987) suggest that level of acculturation and familism are important factors
in treatment with Latinas, and that Western-trained psychotherapists who value
independence and individualism often fail to recognize this. Sue and colleagues
investigated ethnic-match of client and treatment provider among over 13,000 Asian
American, African American, Latino, and White clients in the greater Los Angeles
mental health system. They found that ethnic match was a significant predictor of greater
number of sessions for all ethnic groups, but it predicted greater improvement in global
functioning only for the Latino group (Sue, Fujino, Hu, Takeuchi, & Zane, 1991). This
suggests the value of ethnic match among Latino clients; however, Latino treatment
providers continue to be relatively scarce.
Barriers facing Asian-Americans . Compared to Whites, Asian-Americans have
been found to underutilize outpatient mental health services— defined as higher dropout
rates and shorter lengths of treatment (Sue et al.
,
1991)— and have lower admission rates
to inpatient psychiatric units (Snowden & Cheung, 1990). Although statistics suggest
that Asian-Americans have lower rates of mental illness, divorce, juvenile delinquency,
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and health care utilization, researchers have proposed that these trends may be related to
traditional Asian values that prohibit use of mainstream Western psychiatric and health
care services (Sue & Morishima, 1982). As an alternative, acupuncturists, homeopaths,
bone setters, psychic healers, and spiritual healers are widely available and utilized in
contemporary Asian societies (Chan & Chang, 1976). In a review of the literature, Lin &
Cheung (1999) note that Asian-Americans have longer treatment delays and more severe
conditions upon contact with psychiatric care, which is consistent with findings that
Asian patients with schizophrenia are often contained within the community for over
three years after the onset of psychotic symptoms (Lin, Inui, Kleinman, & Womack,
1982).
Asian-American mental health researchers, Sue and Sue (1990), have implicated
common sterotypes of Asian-Americans as a hinderance to appropriate mental health care
of this population. For example, Asian-Americans have often been referred to as a
“model minority group” that is immune from the oppressive effects of prejudice and
discrimination and that has few adjustment or psychological problems (Atkinson, Morten,
& Sue, 1993). These beliefs may interfere with the recognition and treatment of
psychiatric problems among Asian-Americans. Another barrier to the detection of mental
illness in this population is that Asian-American psychiatric patients have been found to
focus on somatic symptoms and minimize emotional distress (Tseng et al., 1990).
Kleinman (1988) suggests that physical complaints are a more acceptable “idiom of
distress” in this population. There are also culture-bound symdromes common to this
population that are not widely recognized or understood (e g. hwa-byung, neurasthenia;
Lin et al., 1992). Root (1985) noted other barriers to treatment initiation facing Asian-
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Americans with mental illness, including fears of bringing shame to family members, and
the belief that psychological problems are the consequence of “bad thoughts” and a lack
of willpower.
The Present Study
Taken together, the existing literature suggests that women, ethnic minorities, and
individuals with serious mental illness may be disproportionately burdened by certain
barriers to mental health treatment. This study will focus on barriers that are influential
in treatment maintenance and continuation, rather than barriers that interfere with seeking
and obtaining services. There is a paucity of empirical research on barriers that interfere
with psychotherapy, and none that focuses on the seriously mentally ill or the role of
ethnicity.
The specific barriers that will be explored are: competing activities and life
stressors, perceived relevance of treatment, relationship with therapist, treatment issues
and logistics, stigma, cultural barriers, and critical life events. The literature does not
provide a sound basis for making predictions at the level of specific barriers regarding
differences among women by ethnicity. The Department of Health and Human Services
supplement on mental health and culture (2001) states that “The cumulative weight and
interplay of barriers, not any single one alone, is likely responsible for mental health
disparities [among ethnic minorities]. Furthermore, these barriers operate to discernibly
different degrees for different individuals and groups, depending on life circumstances,
age, gender, sexual orientation, or spiritual beliefs” (p. 21). This study will examine the
following hypotheses:
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(1) Ethnic minority women will report greater barriers than Caucasian women.
Ethnic minorities are more likely to be burdened by severe psychosocial stressors, such as
unemployment, low educational attainment, single parenthood, discrimination, and
poverty (Gil, 1996). Because of their ability to hinder treatment, these stressors
constitute barriers that disproportionately affect ethnic minorities.
(2) Ethnic minority and Caucasian women will endorse different barriers. As
previously noted, there are a host of factors that may constitute unique barriers to mental
health treatment facing ethnic minority women. For example, religious beliefs, degree of
acculturation, English proficiency level, and culturally determined beliefs about mental
illness causes and cures may act as barriers to treatment initiation and maintenance
(Echeverry, 1997).
(3) Greater barriers will be associated with poorer ratings of therapeutic alliance
(controlling for levels of psychopathology and overall satisfaction with treatment). By
definition, barriers interfere with the process and outcome of psychotherapy; therefore, it
is expected that barriers impact the development of the therapeutic alliance. A recent
meta-analysis concluded that therapeutic alliance is one of the strongest predictors of
treatment outcomes (Martin, Garske, & Davis, 2000).
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CHAPTER II
METHOD
Participants
Participants were 65 women receiving individual psychotherapy in the Continuing
Care Outpatient Service at the Massachusetts Mental Health Center (MMHC) in Boston
for a minimum of three months (months in treatment: M = 43, SD = 43.13). In order to
be eligible for services in this clinic, the patient must be evaluated by a psychiatrist
annually and considered to have a “serious and persistent mental illness” as defined by
the Commonwealth of Massachusetts Department of Mental Health (2005, see Appendix
A). As such, all participants were diagnosed with a major Axis I mental illness with the
duration of at least one year that had resulted in significant functional impairment. Data
were obtained on past and current utilization of various mental health treatments, such as
individual therapy, inpatient hospitalization, and substance abuse services (see Table 1).
Respondents endorsed a mean of 2.34 out of 8 services used currently (SD = .62), and
5.29 out of 8 services used in their lifetime (SD = 1 .67).
The majority of the sample (n = 34) were Caucasian, followed by Black (n = 18),
Latina (n = 10), and Asian American (n = 3). Participants ranged in age from 24 to 66
years old, with a mean of 45 (SD = 9.79). With regards to marital status, 41 were single,
10 divorced, 7 married, 4 separated, and 3 widowed. Over half (54%) indicated they had
no children. Participants had obtained from 2 to 18 years of education (M = 12.58, SD =
3.16). The sample was largely economically disadvantaged. Annual income ranged from
$1,920 to $32,400 (M = $10,209, SD = $5,576). Eighty percent were unemployed
(n=52), while 10 held part-time jobs, 2 were employed full-time, and 1 was self-
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employed. All but 9 (86%) were receiving some type of federal assistance, such as social
security, disability benefits, or food stamps. See Table 2 and Table 3 for descriptive
statistics of participant characteristics.
Recruitment
There are 5 multidisciplinary clinical teams that provide outpatient services to the
population of approximately 1,000 clients served by the Continuing Care Service of
MMHC. The investigator attended a meeting for each clinical team to present the study
objectives and procedures, solicit feedback, and establish rapport with the clinicians.
“Fact Sheets” (see Appendix B) were distributed and clinicians were asked to review
them with eligible clients on their caseload. These handouts summarized the inclusion
criteria for the study and provided contact information for interested clients.
Data were collected from May 18, 2004 to June 29, 2004. At the start of each
data collection day, the investigator either spoke to each clinician in person or contacted
them by voice mail to remind them to review a Fact Sheet with each eligible client they
were scheduled to see on that day. Clinicians were given a note of the investigator’s
location and phone number, and encouraged to escort interested clients directly to this
location at the conclusion of their therapy session. In order to reduce bias associated with
this strategy and to maximize recruitment, a sign was posted in the waiting area that
highlighted the study objectives, eligibility requirements, and compensation, and directed
interested clients to the investigator’s office. This recruitment strategy yielded 22
participants who were referred by their clinicians, 37 who responded to the waiting room
sign, and 6 who contacted the investigator after hearing about the study through word-of-
mouth.
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Measures
Socioeconomic Status (SES1 Interview
. Information regarding education,
occupation, and income was gathered with a brief SES interview (see Appendix C) Each
participant was asked to report years of education, degrees earned, and occupation.
These data were collected for the respondent’s parents as well. The participant was asked
to estimate the prior year’s income from all sources, including jobs, federal assistance,
and other sources such as child support and unreported wages.
Demographic Survey. A brief self-report survey was used to collect basic
demographic information (See Appendix D). The respondent was asked to indicate her
age, sex, number of children, race, ethnic background, marital status, employment status,
and living situation. In addition, they reported mental health services used currently and
in the past, as well as services received currently at MMHC. The respondent was also
asked to identify her MMHC therapist and report how long she had been in treatment
with that person. Lastly, information regarding how she was recruited for the study was
collected on this survey.
Barriers-to-Treatment Participation Scale (BTPST Kazdin, Holland, and Crowley
(1997) devised this scale based on focus group meetings with therapists to assess a range
of obstacles that could cause a parent to terminate their child’s mental health treatment.
The first section of the BTPS consists of 44 items scored on a 5-point scale (0 = never a
problem, 4 = very often a problem). There are four subscales in this section of the BTPS;
Competing Activities/ Life Stressors (n = 20), Relevance of Treatment (n = 8),
Relationship with Therapist (n = 6), and Treatment Issues/ Logistics (n = 10). The total
score reflects the composite set of barriers to treatment participation. The second section
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of the measure is a Critical Events Scale that consists of 14 yes-no items regarding
particular events that were considered to be unrelated to treatment and very likely to
result in premature termination, such as divorce, court proceedings, loss of insurance
coverage, and illness, death, or hospitalization of family member. Internal consistency
for the total score (.86) and the subscale scores (.61 -
.80), as measured by coefficient
alpha, is acceptable. Intercorrelations for the subscales range from .21 to .41 (Kazdin,
Holland, Crowley, & Breton, 1997).
Changes to the BTPS were made to serve the objectives of the present study
First, the existing items were reworded to inquire about the respondents’ treatment, rather
than their children’s treatment. Second, 23 new items were added to the first section of
the BTPS (items 45 - 67) in order to broaden the scope of barriers assessed and to
include variables addressed in the literature that were considered relevant in this
population (e g. stigma, aversive expectations, language barrier). The revised version of
the BTPS (See Appendix E) consists of 67 items scored on a 5-point scale (0 = never a
problem, 4 = very often a problem) that comprise six subscales; Competing Activities/
Life Stressors (n =22), Relevance of Treatment (n = 10), Relationship with Therapist
(n = 10), and Treatment Issues/ Logistics (n = 12), Stigma (n = 5), and Cultural Barriers
(n = 8). The original 14-item dichotomous Critical Events Scale was retained with minor
wording revisions.
Symptom Checklist-90-Revised (SCL-90-R) . The SCL-90-R (Derogatis, 1994;
See Appendix F) is a brief screening instrument for general psychopathology for use with
community and clinical samples. It is a self-report questionnaire that includes 90 items
and requires approximately 12-20 minutes to complete. The respondent is asked to rate
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how much she was distressed by each item during the past week on a scale of 0 (not at
all) to 4 (extremely). The SCL-90-R includes a global severity index, as well as nine
clinical scales (somatization, obsessive-compulsive, interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, paranoid ideation, psychoticism). In research and
clinical settings, it is widely used to measure global psychological distress and to provide
multidimensional symptom profiles. The SCL-90-R has received considerable empirical
scrutiny, and it has demonstrated adequate internal consistency (.79 -
.90), test-retest
reliability (.68 -
.90), convergent validity (e g. with the MMPI), divergent validity (e g.
depression scale correlated with the Beck Depression Inventory but not the Beck Anxiety
Inventory), sensitivity (.76 - .88), and specificity (.80 - .92; Derogatis, 2000).
Working Alliance Inventory (WAT) . The WAI (Horvath & Greenberg, 1986; See
Appendix G) is a self-administered questionnaire that contains 36 items rated on a 7-
point scale. It includes a global score and three 12-item subscales, which are each
derived from Bordin’s (1976) definition of the alliance; agreement on tasks, agreement
on goals, and development of bonds. The WAI has demonstrated adequate reliability and
validity (for review, see Horvath, 1994). Reliability estimates for the whole measure
range from .84 -
.93, and estimates for the subscales range from .68 - 92 (Horvath, 1981;
Plotnicov, 1991). It correlates positively with other measures of the therapeutic alliance,
such as the CALPAS (.72 - .84; Safran & Wallner, 1991), while it effectively
discriminates between theoretically distinct, yet similar constructs, such as therapist
attractiveness (LaCrosse, 1980). In conducting a meta-analysis on the measure, Martin,
Garske, and Davis (2000) reported a moderate correlation (.24) between the WAI and
various psychotherapy outcome measures.
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Client Satisfaction Ouestionnaire-8 (CS0-8) The CSQ-8 (Larsen, Attkisson,
Hargreaves, & Nguyen, 1979; See Appendix H) was designed to assess patient
satisfaction with health or mental health services (Attkisson et al., 2000). It is a self-
report measure consisting of 8-items scored on 4-point response scales, and 3 open-ended
items. The following is a sample item: “Have the services helped you to deal more
effectively with your problems?” 4 = Yes, they helped a great deal, 3 = Yes, they helped
somewhat, 2 — No, they didn t really help, and 1 = No, they seemed to make things
worse. The first eight items inquire about domains of quality of service, type of services
rendered, outcome, and general satisfaction with service. The three open-ended items
inquire about what respondents liked most and least and what they would change about
the services they received. The high internal consistency of the CSQ-8 has been reported
in a large number of studies, with Cronbach’s alpha ranging from 0.83 to 0.93 (Attkisson
et al., 2000). The largest relevant study, which included 3,120 consumers of mental
health services across the country, reported a Cronbach’s of 0.87 and mean item-total
correlation of 0.65 (Nguyen, Attkisson, & Stegner, 1983). Convergent validity estimates
with other methods and instruments measuring global satisfaction range from 0.6 to 0.8
(Attkisson et al., 2000).
Barratt Simplified Measure of Social Status (BSMSS) . Barratt (2005; See
Appendix I) developed this coding and scoring system as a modified and updated version
of the widely-used Hollingshead Index of Social Status. The measure takes into account
the occupational status and educational attainment of the respondent, as well as the
respondent’s spouse, mother, and father. There is a seven point scale for education and
nine point scale for occupation; education scores are assigned a weight of 3 and
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occupation scores are assigned a weight of 5. Intergenerational shifts in social status are
accounted for by weighing the scores for the respondent by 2. Total scores range from 8
to 66, and it is intended for use as a continuous variable, that is, the measure does not
yield categories representing distinct social classes.
Procedures
Participants met individually with the primary investigator in an office in the
Continuing Care Outpatient Service. The investigator reviewed the informed consent
form in detail, encouraged the participant to ask questions, and obtained signatures as
needed. The investigator conducted a brief interview to gather information regarding
socioeconomic status. The participant was then asked to complete five self-report
questionnaires that required approximately 60 to 90 minutes to complete. The
questionnaires included a brief demographic survey, the Barriers to Treatment
Participation Scale (BTPS), the Client Satisfaction Questionnaire- 8 (CSQ-8), the
Working Alliance Inventory (WAI), and the Symptom Checklist-90-R (SCL-90-R). For
each questionnaire, the investigator read the instructions aloud, answered the participant’s
questions, assisted in completing the first few items, and then allowed the participant to
complete the remainder of the questionnaire independently. If the participant was
reluctant to complete the forms on a self-administered basis, or if inspection of the forms
indicated problems with data quality, the investigator orally administered the
questionnaires (n = 13). After the participant completed the questionnaires and was given
the opportunity to ask questions, she was thanked and given $20 in cash.
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CHAPTER III
RESULTS
Preliminary Analyses
Descriptive statistics of the sample
. Refer to Table 4 for the means, standard
deviations, and ranges of the sample on the Barriers to Treatment Participation Scale.
Total scores ranged from 0 to 112, with a mean of 46 (possible total score 0 - 268). The
mean item response was 0.69, indicating that on average, items were rated between “0 =
never a problem and 1 = once in awhile a problem”. In order to examine the absolute
number of barriers endorsed out of 67, the items were recoded as dichotomous variables,
with “0 = never a problem” retained as 0 and “1 = once in awhile a problem” through “4
= very often a problem” scored as 1 . This scoring yielded a mean total of 26 barriers
endorsed (SD = 14). Participants scored highest on the Stigma subscale, followed by
Competing Activities/ Life Stressors, Relevance of Treatment, Relationship with
Therapist, Treatment Issues, and Cultural Barriers. The mean scores on the six subscales
were significantly different (F = 12.95, p <01). Bonferonni post-hoc tests revealed that
the mean for the Stigma subscale was significantly higher in comparison to each of the
other five subscales (p <01), but there were no other significant differences between the
subscales.
Table 5 presents the descriptive statistics for the Symptom Checklist-90-R, the
Working Alliance Inventory, the Client Satisfaction Questionnaire-8, and the Barratt
Simplified Measure of Social Status. The sample yielded a mean Global Severity Index
(GSI) on the SCL-90-R of 1 .22, which is slightly below the 1 .34 GSI norm for outpatient
females reported by Derogatis & Cleary (1977). Mean clinical scale scores ranged from
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0.80 on the Hostility scale to 1.43 on the Depression scale. The distribution of scores on
the WAI and CSQ-8 were both significantly negatively skewed (WA1 skewness = -0 76,
SE = 0.30; CSQ-8 skewness =
-0.69, SE = 0.30), with respondents tending to report high
levels of perceived alliance with therapists and satisfaction with treatment (WAI M =
5.69; CSQ-8 M = 3.46). Scores on the measure of social status (BSMSS) ranged from 2
- 49, with a mean of 21
.
Pre-existing differences between groups
. Central to two of the hypotheses is the
comparison between Caucasian and ethnic minority women in this sample. The absence
of pre-existing differences between these groups would rule out some alternative
explanations of significant findings. Univariate Analyses of Variance (UNIANOVAs)
were used to examine baseline differences between the groups on the SCL-90-R, the
WAI, the CSQ-8, and several demographic variables. Table 6 presents the means and
standard deviations on the SCL-90-R, the WAI, and the CSQ-8 of the Caucasian and
ethnic minority women, along with F-statistics and p-values. There were no statistically
significant differences between the groups on these measures of psychopathology,
working alliance, and satisfaction with treatment.
Table 7 presents the means, standard deviations, F-statistics and p-values for the
Caucasian and ethnic minority women on several demographic variables. The groups
were not significantly different with regards to age or income. However, ethnic minority
women scored significantly lower on social status (M = 17.77 vs. M = 24.86 for
Caucasian women; p = 0.003), had more children (M = 1 .67 vs. M — 0.68; p = 0.001) and
less education (M = 1 1.77 vs. M = 13.32; p = 0.047), and were using fewer mental health
services at the time of the study (M = 2. 16 vs. M = 2.50; p = 0.026).
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Psychometric properties of the Barriers to Treatment Participation Sralp (BTPS)
The BTPS used in this study comprises two sections: the first section includes 67 Likert
scale items that yield a total barriers score and six subscale scores; the second section is a
14 item dichotomous Critical Events scale. As previously noted, the first section of the
original BTPS (Kazdin, Holland, & Crowley, 1997) included 44 items, and 23 items were
added based on a review of the literature and with the objective of assessing barriers
believed to be relevant in this population. Reliability analyses were conducted to
examine the internal consistently of the first section of the BTPS. Estimates for the 67
items that comprise the total barriers score (Cronbach’s alpha =
.95) reflect high levels of
internal consistency. Cronbach’s alpha coefficients were also adequate for the six
subscales (Competing Activities/ Life Stressors = 0.84, Relevance of Treatment = 0.79,
Relationship with Therapist = 0.85, Treatment Issues = 0.83, Stigma = 0.83, Cultural
Barriers = 0.73). The intercorrelations for the BTPS Total score and subscale scores are
all statistically significant, ranging from .28 to .84 (See Table 8).
The Critical Events Scale was not included in the reliability analyses because, as
noted by Kazdin, Holland, Crowley, and Breton (1997), this scale was constructed to
distinguish perceived barriers to treatment from circumscribed low-probability events
that were observed to often precipitate drop-out. Based on this formulation, the authors
predicted and confirmed that the total Barriers score and the Critical Events score would
not be significantly related (r = .11). Similarly, in this sample, the total BTPS score and
the Critical Events score were not significantly correlated (r = .05).
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Hypothesis Testing
(1) Ethnic minority women will report greater barriers than Caucasian women.
To examine this hypothesis, a t-test was conducted with the BTPS Total score as the
dependent variable and ethnic minority status as the independent variable. Contrary to
the prediction, there were no significant differences between Caucasian and ethnic
minority women (t = 1.01, p = .32), and in fact, Caucasian women, on average, reported
somewhat greater barriers (M = 49.29) than ethnic minority women (M = 42.19). A t-test
using the BTPS total with the items scored dichotomously yielded similar results; again,
there were no significant differences between the Caucasian (M = 28.94) and ethnic
minority women (M = 23.77) on number of barriers endorsed (t = 2.12, p = .15).
(2) Caucasian and ethnic minority women will endorse different barriers. To test
this hypothesis, a multivariate analysis of variance (MANOVA) was performed, with the
six BTPS subscales and the Critical Events Scale as the dependent variables, and ethnic
minority status as the independent variable. Table 9 presents the means and standard
deviations for Caucasian and ethnic minority women on the BTPS subscales and the
Critical Events Scale, along with F-statistics and p-values. No statistically significant
differences between Caucasian and ethnic minority women were observed on any of the
BTPS scales.
(3) Greater barriers will be associated with poorer ratings of therapeutic alliance,
(controlling for psychopathology and satisfaction with treatment). Linear regression was
used to test this hypothesis. To check for multicollinearity, the correlation coefficients
between the three predictor variables were calculated. The SCL-90-R and the CSQ-8
were not significantly correlated (r = -0.08). The BTPS was significantly correlated with
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the SCL-90-R (r = 0.54, E < 01) and the CSQ-8 (r =
-0.55, E < 01). However, the
correlations are within the acceptable range, so the variables were retained in their
original form and not considered to be redundant.
To check for outliers, standardized scores for the BTPS Total, SCL-90-R Global
Severity Index, WAI Total, and the CSQ-8 Total were calculated. Tabachnik and Fidell
(1996) define univariate outliers as any observation greater than 3.29 standard deviations
from the mean, and one solution they suggest is to change the score to one unit greater
than the value of the next observation with a z-score below 3.29. This method identified
one outlier with a z-score of -3.75 on the CSQ-8; the next observation was a z-score of
-2.38, so the outlier was changed to -2.39.
The regression was initially conducted including all two-way interaction terms,
but these terms were subsequently dropped from the equation because they did not add
significant predictive utility. The p-values for each interaction term are as follows:
BTPS x CSQ-8 p = 0.59; BTPS x SCL-90-R p = 0.45; CSQ-8 x SCL-90-R p = 0. 1 1
.
The terms entered into the final regression equation used in predicting alliance
(WAI) were barriers (BTPS), psychopathology (SCL-90-R), and satisfaction (CSQ-8),
and they accounted for 77% of the variance in alliance. Given the prediction that greater
barriers would be associated with poorer ratings of alliance, controlling for levels of
psychopathology and satisfaction with treatment, the regression weight for the BTPS was
expected to be the only significant main effect. However, greater barriers were not
significantly related to ratings of alliance (|3 = -0.004, SE = 0.003, t = -1.17, p = 0.25).
Level of psychopathology was also not a significant predictor of ratings of alliance ((3
=
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-0.144, SE = 0.088, t =
-1.64, p = 0. 1 1). However, general satisfaction with treatment
was significantly related to ratings of alliance, with high levels of satisfaction predicting
positive ratings of working alliance and low levels of satisfaction predicting negative
ratings of working alliance (0 = 1 .52, SE = 0. 16, t = 9.45, p < .01). On average, every
point scored on the CSQ-8 was associated with a 1
.52 point increase on the WAI total
score.
Linear regression was used to test for possible interactions between ethnicity and
barriers, psychopathology, and satisfaction in predicting alliance. There were no
significant interactions between ethnicity and any of the variables used to predict
alliance. The p-values for each interaction term are as follows. BTPS x Ethnicity p =
0.19; SCL-90-R x Ethnicity p = 0.23; CSQ-8 x Ethnicity p = 0.69.
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CHAPTER IV
DISCUSSION
Summary of Findings
The women who participated in this study were considered to be seriously and
persistently mentally ill; most had utilized various mental health services and had been in
treatment with their current clinicians for over three years. They were largely
unemployed, single, and childless, and nearly half were ethnic minorities. All but nine
reported that they received some sort of federal assistance, and over one-third were living
in a shelter or other residential facility.
Despite the relatively challenging societal position most of these women
occupied, on average they did not report many barriers to their mental health treatment.
The mean total score for the sample on the barriers measure was 46 out of 268, with the
average item response below “once in awhile a problem”, and the participants endorsed a
mean of 39% of barriers. Stigma was the greatest barrier encountered by these women.
This is consistent with a nationwide survey of people with mental illness conducted by
Wahl (1999), who found that nearly 80% of respondents reported direct experience with
stigma, such as overhearing offensive comments about mental illness.
Participants reported a level of psychopathology slightly below what is typically
found among outpatient female psychiatric patients, and they rated depression as the most
prominent symptom. They reported high levels of both satisfaction with treatment and
alliance with therapist. Although the Caucasian and ethnic minority women did not differ
significantly on level of psychopathology or ratings of alliance and satisfaction, the
ethnic minority women, on average, had lower social status, more children, and less
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education. None of the three main hypotheses were supported Contrary to the
predictions, there were no significant differences between Caucasian and ethnic minority
women in the number or types of barriers reported, and the barriers measure was not a
significant predictor of therapeutic alliance.
Critical Analysis of Findings
One possible explanation for the finding that there were no significant differences
between the Caucasian and ethnic minority women on barriers to treatment is that the
women in both groups experience similar amounts and types of barriers to mental health
treatment. Similarly, the finding that the barriers measure was not a significant predictor
of alliance may suggest that barriers do not prevent the development of a positive
working alliance between therapist and client.
Currently there is no cohesive literature on barriers to treatment with which to
compare these results. There are separate literatures on a multitude of factors that
interfere with treatment, spanning issues that relate to availability, accessibility, and
acceptability of treatment. For example, there is a separate literature on stigma,
proximity, affordability, language barriers, ethnic-match, and acculturation, among
others. The work of Kazdin and his colleagues (Kazdin, Holland, & Crowley, 1997;
Kazdin, Holland, Crowley, & Breton, 1997) represents the first attempt at integrating
these literatures and conceptualizing these various factors as having a common
denominator— they have all been proposed to interfere with participation in treatment.
This research resulted in the development of the Barriers to Treatment Participation Scale
and the first investigations of barriers to treatment. However, this work was focused on
outpatient mental health treatment of children. This study represents the first empirical
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investigation of barriers to treatment in adult psychiatric outpatients, and specifically,
women with serious mental illness who represent different ethnic populations.
Given the recent findings that 85% of respondents with serious mental illness who
participated in a nationwide epidemiological survey had either received no mental health
treatment or inadequate treatment (Wang, Dernier, & Kessler, 2002), it is reasonable to
expect this population to report a significant amount of barriers to treatment. Large-scale
epidemiological studies also point to the likelihood that ethnic minorities are
disproportionately burdened by various factors that interfere with treatment (Kessler et
al
., 1996), and Kazdin’s studies of treatment barriers support this notion (Kazdin,
Holland, & Crowley, 1997). However, the women in this study did not report many
barriers to treatment, and there were no significant differences between the Caucasian
and ethnic minority women either on absolute number of barriers endorsed, or subjective
ratings of how much these barriers interfere with their treatment.
Of course, this sample was drawn from patients already in treatment in an
outpatient clinic, who had presumably managed to overcome any initial barriers to
obtaining treatment. It is possible, though, that among women receiving outpatient
services for serious mental illness, there are relatively few barriers to treatment, and no
significant ethnic differences. Furthermore, the impact of what barriers do exist does not
appear to interfere with the client’s perception of the working alliance. However, there
are alternative explanations and qualifications for the negative findings that relate to the
characteristics of the sample, cross-sectional design of the study, sampling bias,
measurement error, and response bias. What follows is a review of these issues as they
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apply to each of the three main hypotheses. To avoid redundancy, the first two
hypotheses are addressed together.
There were no significant differences between Caucasian and ethnic. minority
mmen on the number or types of barriers reported Given the unique characteristics of
the women who participated in this study, these findings may be accurate but specific to
the sample. Differences between ethnic groups may be obscured among women with
serious functional impairments who receive federal assistance and are economically
disadvantaged. These women, on account of their disabilities, represent a marginalized
group that may be predisposed to similar barriers to care. It is possible that in a group of
women with more variability in socioeconomic status, psychopathology, and global
functioning, ethnicity would become a more salient factor in influencing the number and
types of barriers encountered by women. Likewise, the sample could also be considered
unique with regards to average length of treatment. The participants reported that they
had been in treatment with their current clinicians for an average of 43 months. Like
many patients in the public mental health system, they may have been more likely to have
strong institutional attachments and to be considered “high utilizers” (Buck, Teich, &
Graver, 2004). Again, ethnic differences in barriers to treatment may be more prominent
among women who are newly diagnosed, new to the mental health system, and not yet
connected to treatment providers.
The participants in this study were also predominantly highly satisfied with their
treatment. The lack of differences between Caucasian and ethnic minority women may
be specific to women with high levels of satisfaction with treatment. High satisfaction
may introduce a motivating force to support the successful management of barriers for all
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women, independent of ethnicity, and may therefore make any ethnic differences less
visible. Ifwomen with less satisfaction with treatment had been represented in this
sample, they may have introduced some ethnic differences in barriers to treatment. For
example, perhaps the ethnic minority women with greater barriers were more likely to be
dissatisfied with treatment, and therefore were more likely to either drop out of treatment
or decline participation in the study.
It is also possible that the lack of significant differences in barriers reported by
Caucasian and ethnic minority women is that this result is due to differences in self-
reporting, differential effects of the demand characteristics of the study, or measurement
error of the BTPS. I will elaborate on each of these points in the following section.
Differences between Caucasian and ethnic minorities in self-reporting have been
documented (Vernon, Roberts, & Lee, 1982). For example, in a study comparing non-
dinical samples of 74 Blacks and 52 Whites, the Black participants scored significantly
higher on a measure of “social desirability”, which refers to the tendency to portray
oneself in a positive light (Bardwell & Dimsdale, 2001). After social desirability was
controlled for, significant differences between the Black and White participants emerged
on 1 0 out of 1 5 measures of negative affect, when previously they had differed on only
two of these measures. It is possible that differences between the Caucasian and ethnic
minority women in this study may similarly emerge if this response bias had been
accounted for as a moderator variable.
However, the Caucasian women in this study, on average, actually reported more
barriers than the ethnic minority women (49 versus 42). A response bias would have to
be quite powerful to obscure the predicted and opposite finding— that ethnic minority
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women have more barriers than Caucasian women. In the study mentioned above, the
authors note that the scores for the White participants decreased after controlling for
response bias, while the scores for the Black participants increased, suggesting that
Whites over-reported and Blacks under-reported negative affect (Bardwell & Dimsdale,
2001). If a similar response bias was operating to distort the self-report of barriers in this
study, and the Caucasian women over-reported barriers while the ethnic minority women
under-reported barriers, the hypothesis of this study may have been supported.
The response bias theory assumes a distinction between the objective “truth”
regarding the construct being measured, and the individual’s subjective experience of the
construct. Following this notion, the findings may suggest that the Caucasian and ethnic
minority women in this sample experienced similar amounts and types of subjective
barriers. However, it remains a possibility that they differ with regards to objective
barriers. If so, ethnic minority women may have more objective barriers but have a
decreased subjective experience of barriers, while Caucasian women have fewer
objective barriers but a heightened subjective experience of barriers. This could occur if
the ethnic minority women were more likely to expect barriers and were less aware of
them, while conversely, the Caucasian women were less likely to expect barriers and
were more aware of them.
Another condition that could distort the findings would be if the Caucasian
women felt more comfortable disclosing the extent of their problems and were more at
ease trusting the investigator compared with the ethnic minority participants. These
factors may have been influenced by the degree to which the investigator was perceived
as ethnically similar or different from themselves. Cross-cultural researchers have noted
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difficulties in the recruitment of African Americans in clinical research (Neal & Turner,
1991). Thompson and colleagues state that “understandably, African Americans tend to
distrust research in general and research conducted by Whites in particular” (Thompson,
Neighbors, Munday, & Jackson, 1996; p. 862). However, in their study of over 900
African American and White inpatients, they found that ethnic-matching between
interviewers and respondents did not predict rates of participation
Lastly, it is possible that the Barriers to Treatment Participation Scale functions
differently for Caucasian and ethnic minority women. Caucasian women may have a
lower threshold for labeling something a problem and considering it a barrier, whereas
the opposite may be true for ethnic minority women. The BTPS items were recoded
dichotomously to address this possibility, and the results were the same; however, it
remains possible that the Caucasian and ethnic minority women had different thresholds
for moving from a “0 - never a problem” to a “1- once in awhile a problem”. Another
potential problem regarding the BTPS is the possibility that it failed to inquire about
certain barriers that were relevant in this population. The lack of differences between
Caucasian and ethnic minority women may be due to the exclusion of items measuring
barriers that were more or less salient in one or the other groups.
Barriers was not a significant predictor of working alliance . The intent of this
analysis was to examine the relationship between barriers and treatment outcome
working within various practical constraints and the limitations of the cross-sectional
design of this study. Alliance was chosen as an outcome measure because it has been
shown to be a robust predictor of other treatment outcomes, including changes in self-
report scales, therapist ratings of functioning, retention in treatment, and various
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behavioral outcomes (Martin, Garske, & Davis, 2000) In this sample of women with
serious mental illness in outpatient treatment, the barriers measure did not predict ratings
of alliance. Although by definition, barriers interfere with treatment, perhaps they do not
impede the development of the alliance.
On the other hand, barriers may interfere with other treatment outcomes, such as
symptom reduction, global functioning, and relapse prevention, but not alliance. It is also
possible that barriers do not hinder outcomes among those who are successful in
obtaining treatment. Barriers may be more detrimental by preventing treatment initiation
altogether or prolonging the lapse between onset of illness and treatment initiation.
Alternatively, barriers may create an undulating treatment process, but among those who
overcome or manage them successfully and continue in treatment, they may not exert a
negative impact on outcome. However, this sample represents the women who have
managed barriers to the extent that is required to maintain treatment for at least three
months. The cross-sectional design of the study along with the exclusion of new patients
introduced a sampling bias that may have obscured the relationship between barriers and
alliance.
Another possibility is that the relationship between barriers to treatment and
alliance or other outcomes is more complex than the simple, linear relationship that was
predicted. There may be a moderator variable that was not measured or accounted for in
the study. For example, the relationship between barriers and alliance may depend on the
amount of social support, with low levels of social support associated with a strong
relationship between barriers and alliance, while high levels of social support are not
associated with a relationship between barriers and alliance. In this case, barriers would
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be more likely to hinder the development of alliance among women without sufficient
social support to protect against the effects of barriers.
The finding that barriers do not predict alliance may also be specific to this
sample ofwomen with serious mental illness, who may have a relatively high need for
treatment yet few availabile treatment options, and in turn, may be more motivated to
overcome barriers. In other words, more variability in level of impairment could evince
the predicted relationship between barriers and alliance, with lower levels of distress and
impairment creating a vulnerability to the impact of barriers on alliance and other
outcomes. The sample also had relatively little variability in alliance, making it difficult
to detect variables that exert an influence over alliance. The lack of variability in alliance
may be related to demand characteristics. The investigator was located in an office
within the outpatient service where participants were recruited and may have been
perceived as part of the staff. Furthermore, despite efforts to provide assurance of
confidentiality, participants may have been fearful that their responses would be shared
with their clinician. A debriefing questionnaire may have been useful for this purpose.
Limitations and Suggestions for Future Research
This study was limited in several ways. As reviewed in the introduction, there are
reasons to suspect that White, Black, Latina, and Asian-American women encounter
different barriers to treatment. In order to examine the relationship between ethnicity and
barriers, it would be preferable to compare specific ethnic groups rather than combine all
ethnic minorities into one group as was required by the small sample in this study. A
more diverse sample with respects to other participant characteristics is also
recommended, as the findings of this study can all be explained by the unique
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characteristics of this sample of severely and persistently mentally ill women It would
be informative to study the relationships between barriers, ethnicity, and treatment
outcome in a sample ofwomen representing a full range of levels of functioning,
psychopathology, and socioeconomic status.
Another limitation is the reliance on self-report measures. As discussed, the
possibility of a response bias exists, which could be addressed in several ways, (1) obtain
data from other informants, such as the clinician, (2) reduce demand characteristics that
may have contributed to a response bias, (3) include a chart review, and (4) control for
response bias by administering a measure of self-enhancement and using it as a covariate
Another measurement issue is the use of the Barriers to Treatment Participation Scale.
As noted, this instrument was originally developed for use in a child and family
outpatient clinic. The items and subscales were constructed through a priori consensus
among focus group participants, and there are no established norms. The BTPS may not
be a valid measure of barriers in a continuing care outpatient clinic that serves patients
with serious and persistent mental illness in a major metropolitan area. Further
development of the BTPS for use in diverse mental health settings is recommended.
The cross-sectional design of this study introduced many limitations.
Recruitment was restricted to women who had been in treatment with their current
clinician for at least three months. This strategy resulted in a sampling bias; the women
who remained in treatment after three months, who were attending their appointments,
and who agreed to participate, may have been the women with fewer barriers and high
satisfaction and alliance. The finding that ethnic minority women did not have
significantly more barriers than Caucasian women is confounded by the possibility that a
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disproportionate amount of barrier-laden ethnic minority women may have dropped out
of treatment or declined participation.
The finding that barriers are not significantly related to alliance is also
confounded by the use of a cross-sectional design and the sampling bias in this study In
the future this relationship should be studied using a prospective design, that is, assess
barriers and outcomes at the start of treatment and at several points during the course of
treatment. The addition of various outcome measures, rather than sole reliance on the
self-report of alliance, is also recommended. Efforts should be made to recruit women
with a range of satisfaction, outcomes, and barriers, including women who drop out or
frequently do not attend treatment sessions. It will be important to include people who
are not only new to their current treatment, but also new to the mental health system in
general.
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Table 1
Mental Health Treatment Utilization, Current and Past
Type of Treatment Current Use Past Use
% n % n
Outpatient Psychotherapy 100 65 100 65
Psychotropic Medication 97 63 100 65
Partial Hospital/ Intensive Outpatient 22 14 80 52
Inpatient Hospitalization 2 1 92 60
Crisis Intervention Services 0 0 69 45
Substance Abuse - Detox 0 0 31 20
Substance Abuse - Rehab 2 1 23 15
Outpatient Substance Abuse/ 1 2-Step 1 4 9 34 22
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Table 2
Participant Characteristics: Descriptive Statistics for Continuous Variables
Variable M SD Range
Age 44.91 9.79 24-66
Education (# years) 12.58 3.16 2-18
Annual Income 10,209 5,576 1,920-32,400
Current Therapy (# months) 43.29 43.01 4-240
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Table 3
Participant Characteristics: Descriptive Statistics for Categorical Variables
Variable Category n %
Race Caucasian 34 52.3
Black 18 27.7
Latina 10 15.4
Asian 3 4.6
Marital Status Single 41 63.1
Married 7 10.8
Separated 4 6.2
Divorced 10 15.4
Widowed 3 4.6
Living Situation Shelter/ Residential 25 38.5
Rent Apartment 35 53.8
Live with Friends 1 1.5
Own Home 3 4.6
Employment Status Unemployed 52 80.0
Part-time Job 10 15.4
Full-time Job 2 3.1
Self-Employed 1 1.5
Children 0 35 54.7
1 -3 23 35.9
4+ 6 9.4
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Table 4
Barriers to Treatment: Descriptive Statistics of the Sample
Scale M SD Range
BTPS
Total 45.91 28.41 0-112
Activities/ Stressors 0.77 0.46 0-1.95
Relevance of Treatment 0.75 0.54 0-2.60
Relationship w/Therapist 0.56 0.63 0-2.70
Treatment Issues 0.49 0.47 0-2.17
Stigma 1.20 0.94 0-3.60
Cultural Barriers 0.48 0.48 0-2.13
Critical Events Scale 2.22 2.43 0-9.00
Note. Range of possible Total scores is 0 - 268. Means for the six subscales are on
a scale of 0 = never a problem, to 4 = very often a problem. The mean for the Critical
Events Scale is the mean number of events endorsed out of 14 events.
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Table 5
Psychopathology, Working Alliance, Satisfaction with Treatment, and Social Status-Descriptive Statistics of the Sample
Scale Subscale M SD Range
SCL-90 Global Severity Index 1.22 0.87 0-3.60
Somatization 1.27 0.98 0-3.75
Obsessive-Compulsive 1.35 1.00 0-3.80
Interpersonal Sensitivity 1.30 0.91 0-3.44
Depression 1.43 1.04 0-3.92
Anxiety 1.28 1.07 0-3.90
Hostility 0.80 0.85 0-4.00
Phobic Anxiety 0.99 1.06 0-4.00
Paranoid Ideation 1.18 1.03 0-4.00
Psychoticism 0.95 0.87 0-3.40
WAI Total 5.69 1.00 3.25-7.00
Task 5.67 0.97 3.50-7.00
Bond 5.85 1.14 2.92-7.00
Goal 5.54 1.03 3.00-7.00
CSQ-8 3.46 0.56 1.38-4.00
BSMSS (Social Status) 21.48 9.84 2-49
Note. Scales are as follows: SCL-90-R (0 = not at all, 4 = extremely); WAI (1 = never,
7 = always); CSQ-8 (1 = poor, 4 = excellent); BSMSS (8 - 66 ordinal scale).
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Table 6
Psychopathology, Alliance with Therapist, and Satisfaction
of Caucasian and Ethnic Minority Women
with Treatment: Comparison
M SD M SD
Caucasian Ethnic Minority
SCL-90
Global Severity Index 1.33 0.90 1.11 0.83 1.01 .32
Somatization 1.35 0.95 1.18 1.02 0.45 .50
Obsessive-Compulsive 1.38 1.03 1.32 0.98 0.06 .80
Interpersonal Sensitivity 1.46 0.86 1.12 0.95 2.23 .14
Depression 1.55 1.08 1.30 1.00 0.91 .34
Anxiety 1.47 1.17 1.07 0.94 2.21 .14
Hostility 0.86 0.94 0.73 0.74 0.36 .55
Phobic Anxiety 1.10 1.21 0.86 0.86 0.82 .37
Paranoid Ideation 1.26 1.04 1.08 1.04 0.48 .49
Psychoticism 1.02 0.95 0.87 0.78 0.45 .51
WAI
Total 5.60 0.99 5.79 1.02 0.61 .44
Task 5.60 0.91 5.75 1.05 0.38 .54
Bond 5.75 1.14 5.97 1.15 0.60 .44
Goal 5.44 1.07 5.66 1.00 0.68 .41
CSQ-8 3.41 0.60 3.51 0.51 0.52 .48
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Table 7
Comparison of Caucasian and Ethnic Minority Women on Demographic Variables
Variable M SD M SD F P
Caucasian Ethnic Minority
Age 44.76 9.60 45.07 10.17 0.02
.903
BSMSS 24.86 9.41 17.77 9.01 9.51
.003
Income 11,005 5,564 9,300 5,549 1.41
.241
#Children 0.68 1.07 1.67 1.88 6.92 .001
Education (years) 13.32 2.78 11.77 3.38 4.10 .047
Treatment Utilization
(# used currently) 2.50 0.71 2.16 .45 5.16 .026
(# used lifetime) 5.50 1.73 5.06 1.60 1.11 .296
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Table 8
Intercorrelations for the BTPS Total and Subscales
Activities/
Stressors
Relevance
Treatment
RelationshipTreatment
w/Therapist Issues
Cultural
Barriers
Relevance
Treatment
.53**
Relationship
w/Therapist
.42**
.75**
Treatment
Issues
.56** .51**
.58**
Cultural
Barriers
.51** 70**
.69** .56**
Stigma .67** .43**
.28* .55** .42**
BTPS
Total Score g4** .81** 77 ** 79** 7g**
*p < .05
**P< 01
Stigma
7j **
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Table 9
Barriers to Treatment: Comparison of Caucasian and Ethnic Minority Women
Measure M SD M SD F P
Caucasian Ethnic Minority
Activities/ Stressors 0.84 0.46 0.71 0.46 1.27 .27
Relevance of Treatment 0.83 0.50 0.67 0.57 1.42 .24
Relationship w/Therapist 0.58 0.60 0.54 0.68 0.08 .78
Treatment Issues 0.53 0.45 0.45 0.50 0.45 .51
Stigma 1.29 0.85 1.10 1.03 0.71 .40
Cultural Barriers 0.50 0.51 0.46 0.47 0.13 .72
Critical Events Scale 2.26 2.26 2.16 2.65 0.03 .87
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APPENDIX A
COMMONWEALTH OF MASSACHUSETTS ELIGIBILITY FOR CONTINUINGCARE SERVICES IN MENTAL HEALTH
h °Hv!m^of
PPr°Ve
v
f0r continuin8 care services from the Department of Mental
Health (DMH), an applicant must have a qualifying mental disorder as the primary
disorder requiring treatment, and meet functional impairment and illness duration criteria.An adult applicant must have a severe and persistent mental illness that has resulted in
functional impairment that substantially interferes with or limits one or more major life
activities. Severe and persistent mental illness is a disorder of thought, mood, perception,
orientation, or memory that grossly impairs judgment, behavior, capacity to recognize
reality, and that results in an inability to meet the ordinary demands of life.
Qualifying Mental Disorder: DMH uses diagnostic criteria as defined in the Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition (DSM IV), a publication by
the American Psychiatric Association that lists and defines currently acceptable
diagnoses of psychiatric illnesses. The qualifying disorders are listed under the following
categories or diagnoses: Schizophrenia and other Psychotic Disorders (excluding
psychotic disorders due to a general medical condition and substance-induced psychotic
disorders), Mood Disorders (excluding Dysthymia and mood disorders due to a general
medical condition); Anxiety Disorders (excluding anxiety disorders due to a general
medical condition and substance induced anxiety disorders); Dissociative Disorders;
Eating Disorders; and Borderline Personality Disorder.
Duration of Qualifying Disorder: The qualifying mental disorder must have lasted for, or
be expected to last for, at least one year.
Functional Impairment: Difficulties resulting from a primary major mental illness must
persistently and substantially interfere with or limit role functioning in one or more major
life activities and be expected to do so in the succeeding year. As described above, it is
presumed that functional impairment in a person with a co-occurring disorder is due to
the primary psychiatric diagnosis. Major life activities include basic daily living skills
(e.g., eating, bathing, dressing, maintaining a household, managing money, accessing
generic community services, taking prescribed medication) and functioning in social,
family, and vocational/educational contexts. Risk of harm to self or others is also
recognized as an index of functional impairment. Functional impairments of episodic,
recurrent, or continuous duration are included unless they are temporary and expected
responses to stressful events in the environment. Operationally, functional impairment
related to a qualifying behavioral, emotional or mental disorder will be evaluated using
standards outlined in the Tennessee Adult Functional Assessment Tool.
http://mass.gov/portal/indexjsp?pageID=eohhs2terminal&L=5&L0=Home&Ll=Consumer&L2=Behavioral+Health&L3=lVIental++H
ealth&L4=Determining+Eiigibility+for+Mental+Health+Services&sid=Eeohhs2&b=terminalcontent&f=dmh_c_eligibiiity_continue_
care&csid=Eeohhs2
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APPENDIX B
FACT SHEET
Barriers to Women's Mental Health Treatment
Principal Investigator: Stacy L. Simon, M.S.
You are being invited to participate in a research study because you
are a woman who has been receiving outpatient psychotherapy here
for at least three months.
The purpose of the study is to learn more about what things make it
hard for women to seek and receive good mental health care.
Participation involves filling out several questionnaires and answering
some interview questions. Your participation should take between 1
to 2 hours. You will be paid $20 in cash.
If you would like to learn more about the study, you are invited to
meet with Ms. Simon here at MMHC after your therapy appointment
(or you may schedule a time that is more convenient).
If you are interested in learning more about the study and possibly
participating, please print your name and phone number below.
Name:
Phone #:
I I Please call 617-784-8499 right now.
If Ms. Simon is available she will come and get you. You may
participate now, or you can schedule a time that is better for you.
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APPENDIX C
SES INTERVIEW
LEVEL OF SCHOOL COMPLETED (grade, degree)
Mother
Father
Self
OCCUPATION (title and description)
HOURS WORKED
Mother
Father
Self
INCOME
Estimated prior year income
before taxes for all jobs
Federal assistance (SSI, welfare,
disability, TANF, WIC, etc)
Other (child support, spousal
support, under table wages, etc)
Notes:
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APPENDIX D
DEMOGRAPHIC SURVEY
Please comp]
any item that
ete this form. Your answers will be kept confidential. You are free to skinyou would prefer not to answer.
Age: Sex: Male Female Have children? Yes (how many_J No
Race/ ethnicity: D Caucasian 0 African American Latino/ Hispanic
Asian American Other:
Ethnic background (what countries did your ancestors come from?):
Marital Single/ never married Employment status: Unemployed
status: Married (check all that apply) 0 Part-time job
Separated Full-time job
Divorced Self-employed
Widowed Disability/welfare benefits
Living situation: On the streets Shelter or residential facility Rent apartment
Live with friends Live with family members Own home
Please indicate what mental health services you are or have received in your
(check all that apply):
Current Past
Outpatient counseling/ psychotherapy
Psychotropic medication (e.g. antidepressants)
Day treatment/ partial hospitalization program
Inpatient hospitalization
D Crisis response team/ emergency services
D Detox
Rehab
Substance abuse counseling/ 12-step groups
Who is your therapist here at MMHC?
How long have you been seeing your therapist?
What services do you receive here at MMHC? Outpatient therapy Medication
Partial Hospital Residential
Group therapy
How did you learn about this study? Q my therapist from a sign other
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APPENDIX E
BARRIERS TO TREATMENT PARTICIPATION SCALE (BTPS)
Coming to treatment is often difficult because of the many demands of life It isimportant to understand different factors and how they affect your participation and
attendance in treatment. Your answers will help us make our treatment better All ofyour answers are completely confidential!! PLEASE RATE THE EXTENT TO WHICHEACH PROBLEM APPLIES TO YOU AND IS RELATED TO COMING TOTREATMENT WITH ( your MMHC clinician V RATE HOW MUCH THEPROBLEM HAS APPLIED TO YOU IN GENERAL OVER THE COURSE OF YOURTHERAPY.
Never Once Sometimes
a problem in a while a problem
Often Very often
a problem a problem
2. Transportation (getting a ride, driving, taking a bus) to the clinic for a session
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
3. I was engaged in other activities that made it hard to come to a session
Never Once Sometimes
a problem in a while a problem
Often
a problem
Very often
a problem
4. Scheduling of appointment times for treatment
Never Once Sometimes
a problem in a while a problem
Often
a problem
Very often
a problem
5. Treatment lasted too long (too many weeks)
Not too A little Too long
long long
Much
too long
Very much
too long
6. Treatment was in conflict with another of my activities (e.g. classes, job, friends)
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
Treatment did not seem necessary
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
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8. I did not like the therapist
Never Once Sometimes
a problem in a while a problem
9. I felt that treatment cost too much
Never Once Sometimes
a problem in a while a problem
10. I was billed for the wrong amount
Never Once Sometimes
a problem in a while a problem
1 1 . Treatment was not what I expected
Often
a problem
Often
a problem
Often
a problem
Never Once Sometimes Often
a problem in a while a problem a problem
12. Information in the session and/or handouts seemed confusing
Never Once Sometimes Often
a problem in a while a problem a problem
13. I had trouble understanding treatment
Never Once Sometimes Often
a problem in a while a problem a problem
14. During the course of treatment I experienced a lot of stress in my life
Never Once Sometimes Often
a problem in a while a problem a problem
15. I lost interest in coming to sessions
Never Once Sometimes Often
a problem in a while a problem a problem
16. I was sick on the day when treatment was scheduled
Never Once Sometimes Often
a problem in a while a problem a problem
17. Crises at home made it hard for me to get to a session
Never Once Sometimes Often
a problem in a while a problem a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
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18. A family member was sick on the day when treatment was scheduled
Never
a problem
Once Sometimes
in a while a problem
Often
a problem
Very often
a problem
19. I felt I had to give too much personal information to the therapist
Never
a problem
Once Sometimes
in a while a problem
Often
a problem
Very often
a problem
20. Treatment added another stressor to my life
Never
a problem
Once Sometimes
in a while a problem
Often
a problem
Very often
a problem
21. I felt treatment did not seem as important as the sessions continued
Never
a problem
Once Sometimes
in a while a problem
Often
a problem
Very often
a problem
22.
I felt this treatment was more work than expected
Never
a problem
Once
in a while
Sometimes
a problem
Often
a problem
Very often
a problem
23.
The atmosphere in the clinic makes it uncomfortable for appointments
Never
a problem
Once
in a while
Sometimes
a problem
Often
a problem
24.
I did not feel that I had enough say about what goes on in treatment
Never
a problem
Once
in a while
Sometimes
a problem
Often
a problem
Very often
a problem
Very often
a problem
25.
I feel treatment did not focus on my life
Never
a problem
Once
in a while
Sometimes
a problem
Often
a problem
Very often
a problem
26.
The therapist did not seem confident that treatment would work
Never
a problem
Once
in a while
Sometimes
a problem
Often
a problem
Very often
a problem
27.
The therapist did not seem confident in my ability to participate in treatment
Never
a problem
Once
in a while
Sometimes
a problem
Often
a problem
Very often
a problem
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28. I now have new or different problems
29.
30.
31.
32.
33.
34.
35.
36.
37
.
No new
problems
A few new
problems
Some new
problems
Quite a few Many new
new problems problems
My problems seemed to have improved; therefore, treatment no longer seems
necessary
Never Once Sometimes
a problem in a while a problem
Treatment did not seem to be working
Often Very often
a problem a problem
Never Once Sometimes
a problem in a while a problem
Often Very often
a problem a problem
There was bad weather and this made coming to treatment a problem
Never Once Sometimes
a problem in a while a problem
Often Very often
a problem a problem
I did not feel the therapist supported me or my efforts
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
The assigned work for me to do as part of this treatment was much too difficult
Never Once Sometimes Often
a problem in a while a problem a problem
I did not have time to work on my goals outside of treatment
Never Once Sometimes Often
a problem in a while a problem a problem
My family/ partner/ friends wouldn’t accept the changes in me
Never Once Sometimes
a problem in a while a problem
Often
a problem
There was always someone sick in my home
Never Once Sometimes Often
a problem in a while a problem a problem
The therapist did not call often enough
Never Once Sometimes Often
a problem in a while a problem a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
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38. Getting childcare and/or eldercare so I could come to the sessions
Ncvcr Once Sometimes
a problem in a while a problem
39. Finding a place to park at the clinic
Often Very often
a problem a problem
Never Once Sometimes
a problem in a while a problem
Often Very often
a problem a problem
40. I disagreed with my spouse, partner, family, and/or friends about whether I should
come to treatment at all
Never Once Sometimes
a problem in a while a problem
41 . I was too tired to come to a session
Often Very often
a problem a problem
Never Once Sometimes
a problem in a while a problem
Often Very often
a problem a problem
42. My job (or other commitments) got in the way of coming to a session
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
43. Treatment took time away from spending time with my family/ friends
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
44. I had trouble with my children/ family at home, which made it hard to come to
treatment
Never Once Sometimes
a problem in a while a problem
45. I was concerned about people judging me.
Never Once Sometimes
a problem in a while a problem
Often Very often
a problem a problem
Often Very often
a problem a problem
46. I worried that being in treatment would hurt my career or job prospects.
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
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47. Managing other problems in my life interfered with treatment.
Never Once Sometimes Often
a problem in a while a problem a problem
48. Being in therapy made me feel bad about myself.
Never Once Sometimes
a problem in a while a problem
49. I felt judged by others.
Never Once Sometimes
a problem in a while a problem
50. I worried about people finding out.
Never Once Sometimes
a problem in a while a problem
5 1 My therapist didn’t speak my primary language.
Never Once Sometimes Often
a problem in a while a problem a problem
52. My treatment wasn’t relevant to me, my life, and my problems.
Never Once Sometimes Often
a problem in a while a problem a problem
Often
a problem
Often
a problem
Often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
53. I’d rather get help from some other kind of helper (e g. minister, acupuncturist).
Never Once Sometimes
a problem in a while a problem
54. My insurance doesn’t cover the cost of therapy.
Never Once Sometimes
a problem in a while a problem
Often
a problem
Often
a problem
55. My therapist and I are from different racial backgrounds.
Never Once Sometimes
a problem in a while a problem
56. I don’t trust the mental health system.
Never Once Sometimes
a problem in a while a problem
Often
a problem
Often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
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.
58
.
59
.
60
.
61
.
62
.
63
.
64
.
65 .
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.
My therapist and I disagreed about the cause of my problem and what would help
Never Once
a problem in a while
Sometimes
a problem
Often Very often
a problem a problem
My therapist doesn’t seem to know how to help me
^cvcr Once Sometimes
a problem in a while a problem
Often Very often
a problem a problem
I was afraid that being in treatment would be harmful to me in some way
Never Once Sometimes
a problem in a while a problem
Often Very often
a problem a problem
I worried that I would be involuntarily hospitalized or given treatments I did not
want.
Never Once Sometimes Often
a problem in a while a problem a problem
Treatment went against my religious/ spiritual beliefs.
Never Once Sometimes Often
a problem in a while a problem a problem
My therapist wasn’t able to relate to me on my level.
Never Once Sometimes Often
a problem in a while a problem a problem
My values clashed with my therapist’s values.
Never Once Sometimes Often
a problem in a while a problem a problem
Very often
a problem
Very often
a problem
Very often
a problem
Very often
a problem
I didn’t understand my insurance benefits and/or the paperwork was confusing.
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
My therapy went against other treatments I was getting elsewhere.
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
Therapy didn’t meet my expectations.
Never Once Sometimes Often Very often
a problem in a while a problem a problem a problem
59
67.
I didn t have help with my responsibilities as a mother, and that made it hard to come
to treatment.
^ever Once Sometimes
a problem in a while a problem
Often Very often
a problem a problem
Below are a few situations that make it difficult for some people to come to treatment
Place a gheck next to the ones that have happened to you during the time you have been
seeing ( your MMHC clinician )
68. I moved to another residence during the time I was in treatment.
69. My medical insurance did not cover this treatment
70. I moved too far away from the clinic to come to treatment sessions (out of the
area)
71. My family changed in size (another baby or someone moved in or out of the
home)
72. I lost my job or had a change in income
73. I got a job or changed jobs
74. There was an alcohol or drug problem in my family
75. There was physical or sexual abuse in my family
76. A close friend or relative got very sick or died during treatment
77. My child moved out of the home
78. I was put into an inpatient program or residential program
79. I had legal problems (arrest, driving violations, etc.)
80. My child changed schools during treatment
81. I got separated or divorced
Thank you for completing this form!
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APPENDIX F
SYMPTOM CHECKLIST-90-R (SCL-90-R)
In the past week, including today,
how much were you distressed by:
1
. Headaches
2. nervousness or shakiness inside
0
0
1
1
2
2
3
3
4
4
3 repeated unpleasant thoughts that won’t leave your mind 0 1 2 3 4
4. faintness or dizziness 0 1 2 3 4
5. loss of sexual interest or pleasure 0 1 2 3 4
6. feeling critical of others 0 1 2 3 4
7. the idea that someone else can control your thoughts 0 1 2 3 4
8. feeling others are to blame for most of your troubles 0 1 2 3 4
9. trouble remembering things 0 1 2 3 4
10. worried about sloppiness or carelessness 0 1 2 3 4
11. feeling easily annoyed or irritated 0 1 2 3 4
12. pains in heart or chest 0 1 2 3 4
13. feeling afraid in open spaces or on the streets 0 1 2 3 4
14. feeling low in energy or slowed down 0 1 2 3 4
15. thoughts of ending your life 0 1 2 3 4
16. hearing voices that other people do not hear 0 1 2 3 4
17. trembling 0 1 2 3 4
18. feeling that most people cannot be trusted 0 1 2 3 4
19. poor appetite 0 1 2 3 4
20. crying easily 0 1 2 3 4
21 . feeling shy or uneasy with the opposite sex 0 1 2 3 4
22. feelings of being trapped or caught 0 1 2 3 4
23. suddenly scared for no reason 0 1 2 3 4
24. temper outbursts that you could not control 0 1 2 3 4
25. feeling afraid to go out of your house alone 0 1 2 3 4
26. blaming yourself for things 0 1 2 3 4
27. pains in lower back 0 1 2 3 4
28. feeling blocked in getting things done 0 1 2 3 4
29. feeling lonely 0 1 2 3 4
30. feeling blue 0 1 2 3 4
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how much were you distressed by:
3 1 worrying too much about things 0 1 2 3 4
32. feeling no interest in things 0 mmz 3 4
33. feeling fearful 0 1 2 3 4
34+ you? filings betng easily hurt |lill|| 111! jj| / 0 1 % 3 4
J.5- other people being aware of your private thoughts 0 1 2 3 4
|i|i.fiesM|hg others ^lllllj^e^andyliu pr&e^ o 1 2 3 lllppli•4
37. feeling that people are unfriendly or dislike you 0 1 2 3 4
8t> baying $owly t<i lljlf 0 1 2 3 4
39. heart pounding or racing 0 1 2 3 4
40. nausea or upset stomach jj|j Jj||| || jlllljl 1. 0 1 2 3
41. feeling inferior to others 0 1 2 3 4
42. soreness ofyour muscles : - 0 1 2 3 4
43 . feeling that you are watched or talked about by others 0 1 2 3 4
44. trouble falling asleep " |jj| 0 1 2 3
45. having to check and double-check what you do 0 1 2 3 4
46. difficulty making decisions • : 0 1 2 3 4
47. feeling afraid to travel on buses, subways, or trains 0 1 2 3 4
48. trouble getting your breath 0 11111 3 . MBil
49. hot or cold spells 0 1 2 3 4
50. having tolaybid certain things, places, or activities
; i . 111! 1H | 4::h:
5 1
.
your mind going blank 0 1 2 3 4
52 numbness or tingling in parts ofyour body 0 1 2 3 IIipi
53. a lump in your throat 0 1 2 3 4
54 feeling hopeless about the future 0 1 2 IIIIBB
55. trouble concentrating 0 1 2 3 4
56, feeling weak in parts ofyour body 0 1 2 3 mill
57. feeling tense or keyed up 0 1 2 3 4
58 heavy feelings in your arms or legs 0 1 2 |Hill
59. thoughts of death or dying 0 1 2 3 4
60 overeating 0 1 2 3 lillil
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how much were you distressed by:
uneasy when people are watching or talking about you 0 1 2 3 4
62. having thoughts that are not your own 0 1 2 3 HH
63. having urges to beat, injure, or harm someone 0 1 2 3 4
64. awakening in the early mottling | j||j| ill 1
gggg&g
2 3 4 i
to
.
®
^
actions such as touching, counting, or washing 0 1 2 3 4
66. sleep that k restless or disturbed I|\. 111 1 2 3 m
67. having urges to break or smash things 0 1 2 3 4
68+ having ideas or beliefs that others do not share ||||j §|||||| 0 1 2 3
69. feeling very self-conscious with others 0 1 2 3 4
feeling uneasy in crowds, such as shopping or at a movtei.i: 0 I 2 3 Bsy
71. feeling everything is an effort 0 1 2 3 4
72. spells ofterror or panic lllll |§§ j|jjj11 |||j| '. Jjj | 0 II 2 3 |IflSiT
73. feeling uncomfortable about eating or drinking in public 0 1 2 3 4
74* getting Into frequent arguments
. lllll llIt1 5j§|||H 1 | j fr 1 111 3
75. feeling nervous when you are left alone 0 1 2 3 4
16. others hot givihg you proper credit for your achievements J 0 1 illH 4' 111
77. feeling lonely even when you are with people 0 1 2 3 4
78 feeling so restless you couldn’t sit still \ |§j§ |j | |§§1
1
o 1 2 3 4 1 |
79. feelings of worthlessness 0 1 2 3 4
80. the feeling that something had is going to happen to you §1
1
1111 1 2 3 ill
8 1 . shouting or throwing things 0 1 2 3 4
82. feeling afraid you will faint in public III 1 2 3 lllll
83. feeling that people will take advantage of you if you let them 0 1 2 3 4
84 having thoughts about sex that bother you a lot 0 1 2 3 4
85. the idea that you should be punished for your sins 0 1 2 3 4
86 thoughts and images ofa frightening nature V.
;
.. ,i 0 | 2 3 IlllBH
87. the idea that something serious is wrong with your body 0 1 2 3 4
88. never feeling close ahqjlmrjfe^ 0 1 111§11111
89. feelings of guilt 0 1 2 3 4
90. the idea that somethlnps'wtb^ 1 1 2 ill 4
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APPENDIX G
WORKING ALLIANCE INVENTORY
Instructions: On the following pages there are sentences that describe some of the
different ways a person might think or feel about his or her therapist. As you read the
sentences, mentally insert the name of your therapist in place of the “my therapist” in the
IvAl.
5 6 7
Often Very Often Always
If the statement describes the way you always feel (or think) circle the number 7; if it
never applies to you circle the number 1. Use the numbers in between to describe the
variations between these extremes.
This questionnaire is CONFIDENTIAL; neither your therapist nor the agency will see
your answers. Trust your first impressions, those are the ones we would like to see.
(PLEASE DON’T FORGET TO RESPOND TO EVERY ITEM.) Thank you for your
cooperation.
Below each statement there is a seven point scale:12 3 4
Never Rarely Occasionally Sometimes
1 . I feel uncomfortable with my therapist.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
2. My therapist and I agree about the things I will need to do in therapy to help improve
my situation.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
3. I am worried about the outcome of these sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
4. What I am doing in therapy gives me new ways of looking at my problem.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
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5.
My therapist and I understand each other.
- w /
Never Rarely Occasionally Sometimes Often Very Often Always
6. My therapist perceives accurately what my goals are.
*2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
7. I find what I am doing in therapy confusing.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
8. I believe my therapist likes me.
Never Rarely Occasionally Sometimes Often Very Often Always
9.
I wish my therapist and I could clarify the purpose of our sessions.12 3 4567
Never Rarely Occasionally Sometimes Often Very Often Always
10. 1 disagree with my therapist about what I ought to get out of therapy.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
1 1 . 1 believe the time my therapist and I are spending together is not spent efficiently.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
12. My therapist does not understand what I am trying to accomplish in therapy.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
13. Iam clear on what my responsibilities are in therapy.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
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14. The goals of these sessions are important to me.123 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
15.1 find what my therapist and I are doing in therapy is unrelated to my concerns.
* 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
16. 1 feel that the things I do in therapy will help me to accomplish the changes that I
want.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
17.
1
believe my therapist is genuinely concerned for my welfare.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
18. I am clear as to what my therapist wants me to do in these sessions.12 3 4567
Never Rarely Occasionally Sometimes Often Very Often Always
19. My therapist and I respect each other.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
20. I feel that my therapist is not totally honest about his/her feelings toward me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
21. I am confident in my therapist’s ability to help me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
22.
My therapist and I are working towards mutually agreed upon goals.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
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23. 1 feel that my therapist appreciates me.123 4567
Never Rarely Occasionally Sometimes Often Very Often Always
24. We agree on what is important for me to work on.12 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
25. As a result of these sessions I am clearer as to how I might be able to change.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
26. My therapist and I trust one another.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
27. My therapist and I have different ideas on what my problems are.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
28. My relationship with my therapist is very important to me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
29. 1 have the feeling that if I say or do the wrong things, my therapist will stop working
with me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
30. My therapist and I collaborate on setting goals for my therapy.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
3 1 .
1
am frustrated by the things I am doing in therapy.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
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32. We have established a good understanding of the kind of changes that would be good
for me. b
^ 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
33. The things that my therapist is asking me to do don’t make sense.
1 2 3 4 5 6
Never Rarely Occasionally Sometimes Often Very Often
34. 1 don’t know what to expect as the result of my therapy.
1 2 3 4 5 6
Never Rarely Occasionally Sometimes Often Very Often
35.
1
believe the way we are working with my problem is correct.
1 2 3 4 5 6
Never Rarely Occasionally Sometimes Often Very Often
36. feel my therapist cares about me even when I do things that he/ she does not
approve of.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very Often Always
7
Always
7
Always
7
Always
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APPENDIX H
THE CLIENT SATISFACTION QUESTIONNAIRE (CSQ-8)
ease help us improve our program by answering some questions about the services youhave received. We are interested in your honest opinions, whether they are positive or
negative. Please answer all ofthe questions. We also welcome your comments and
suggestions. Thank you very much, we appreciate your help.
CIRCLE YOUR ANSWER:
1
.
How would you rate the quality of service you received?
4
Excellent
3
Good
2
Fair
1
Poor
2.
Did you get the kind of service you wanted?
\ 2 3 4
No, definitely not No, not really Yes, generally Yes, definitely
3.
To what extent has our program met your needs?
4
Almost all ofmy
needs have been met
3
Most of my needs
have been met
2
Only a few of my
needs have been met
1
None of my needs
have been met
4. If a friend were in need of similar help, would you recommend our program to
him/her?12 3 4
No, definitely not No, I don’t think so Yes, I think so Yes, definitely
5. How satisfied are you with the amount of help you received?12 3 4
Quite dissatisfied Indifferent or Mostly satisfied Very satisfied
mildly satisfied
6.
Have the services you received helped you to deal more effectively with your
problems?
4 3
Yes, they helped Yes, they helped
a great deal somewhat
2
No, they really
didn’t help
1
No, they seemed to
make things worse
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7. In an overall, general sense, how satisfied are you with the services you received 9
Very satisfied
3 2
Mostly satisfied Indifferent or mildly
Satisfied
1
Quite
8. If you were to seek help again, would you come back to our program?
y 2 3
No, definitely not No, I don’t think so Yes, I think so
What did you like most about the services you received?
Yes, definitely
What did you like least about the services you received?
What would you change about the services you received?
APPENDIX I
BARRATT SIMPLIFIED MEASURE OF SOCIAL STATUS (BSMSS)
The Barratt Simplified Measure of Social Status
Measuring SES
Will Barratt, Ph.D.
(BSMSS)
Cirde the appropriate number for your Mother’s, your Father’s
,
your Spouse / Partner’, and
ff ^ °f schoo! completed and occupation. If you grew up in a single parent home, circleonlj the score ffoin your one parent. If you are neither married nor partnered circle only your
score. If you are a full time student circle only the scores for your parents.
Level of School Completed
Less than 7th grade
Mother
3
Father
3
Spouse
3
You
3
Junior high / Middle school (9Ul grade) 6 6 6 6
Partial high school ( 10m or 1
1
1,1
grade) 9 9 9 9
High school graduate 12 12 12 12
Partial college (at least one year) 15 15 15 15
College education 18 18 18 18
Graduate degree 21 21 21 21
Circle the appropriate number for your Mother 's, your Father’s
,
your Spouse / Partner's, and
vour occupation. Ifyou grew up in a single parent home, use only the score from your parent. If
you are not married or partnered circle only your score. If you are still a full-time student only
circle the scores for your parents. If you are retired use your most recent occupation.
Occupation Mother Father Spouse You
Day laborer, janitor, house cleaner, farm worker, food
counter sales, food preparation worker, busboy.
5 5 5 5
Garbage collector, short-order cook, cab driver, shoe
sales, assembly line workers, masons, baggage porter.
10 10 10 10
Painter, skilled construction trade, sales clerk, truck
driver, cook, sales counter or general office clerk.
15 15 15 15
Automobile mechanic, typist, locksmith, farmer,
carpenter, receptionist, construction laborer, hairdresser.
20 20 20 20
Machinist, musician, bookkeeper, secretary, insurance
sales, cabinet maker, personnel specialist, welder.
25 25 25 25
Supervisor, librarian, aircraft mechanic, artist and
artisan, electrician, administrator, military enlisted
personnel, buyer.
30 30 30 30
Nurse, skilled technician, medical technician, counselor,
manager, police and fire personnel, financial manager,
physical, occupational, speech therapist.
35 35 35 35
Mechanical, nuclear, and electrical engineer,
educational administrator, veterinarian, military' officer,
elementary', high school and special education teacher,
40 40 40 40
Physician, attorney, professor, chemical and aerospace
engineer, judge, CEO, senior manager, public official,
psychologist, pharmacist, accountant.
45 45 45 45
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of School Completed Scoring
1 Ifyou grew up with both parents add Mother + Father and divide hy 7
If you grew up with one parent enter that score to the right.
i
i
i
2 Ifyou are married or partnered add Spouse + You and divide hy *>
Ifyou live alone enter Y our score to the right
Ifyou are a full-time student leave this blank
3 Double your score from line 2 . ~
If you are a full-time student leave this blank. 1
t
4 If you are a full-time student enter only your parents’ score.
Add line 1 and line 3 then divide by 3 (three) for a TOTAL EDUCATION :i
t
Occupation Scoring
|
1 If you grew up with both parents add Mother + Father and divide by 2
Ifyou grew up with one parent enter that score to the right.
i
t
I
1 2 It you are married or partnered add Spouse -f You and divide bv 7
Ifyou live alone enter Yppr score to the right
Ifyou are a full-time student leave this blank.
1
3
1
i
Double your score from line 2.
If you are a full-time student leave this blank.
4
!
Ifyou are a full-time student enter only your parents' score.
Add line 1 and line 3 then divide by 3 (three) for TOTAL OCCUPATION
Score should be between 5 and 45
TOTAL Score:
Add TOTAL EDUCATION + TOTAL OCCUPATION:
Score should be between 8 and 66 !
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